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ABSTRACT 
 
The aim of this study was to explore, describe and interpret the experiences of 
Immunodeficiency Human Virus (HIV) infected mothers regarding exclusive 
breastfeeding in the first six months of the infant’s life. This was a qualitative study with 
phenomenology as a design as the study was about lived experiences. The sample 
consisted of HIV infected mothers aged 18 years and above who opted for exclusive 
breastfeeding for the first six months of their infant’s lives. Purposive sampling was 
used. Data was collected through one to one semi structured interviews of fifteen 
mothers of babies aged six to twelve months. 
 
The study revealed that mothers had both positive and negative experiences which 
were influenced by among others; the level of support the mothers received, disclosure 
of HIV status and health education received at the health facility. The findings of the 
study revealed a low level of understanding of the Infant and Young Child Feeding 
Policy by health professionals. 
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CHAPTER 1 
 
ORIENTATION TO THE STUDY 
 
 
1.1 INTRODUCTION 
 
Chapter 1 gives an overview of the study on the experiences of HIV infected mothers 
regarding exclusive breastfeeding in the first six months of the infant’s life. The 
background information about the research problem, the research problem, aim of the 
study, significance and scope of the study are discussed. It also covers the brief 
description of the research design and method and the theoretical foundations of the 
study. 
 
1.2 BACKGROUND INFORMATION ABOUT THE RESEARCH PROBLEM 
 
1.2.1 The source of the research problem 
 
There are various sources of research problems in nursing, some of them are as 
follows: clinical practice, research, peer interactions, literature review theories and 
research priorities (Grove, Burns & Gray 2013:75). The source of the research problem 
in this study was clinical practice as outlined below. 
 
HIV can be transmitted from the mother to the baby through breastfeeding and this 
created a dilemma among researchers and health care professionals because 
breastfeeding is best for child survival (WHO & CDC 2008:2-3). This has also created 
fear and uncertainty among mothers (Leshabari, Blystad & Moland 2007:544). Mother-
to-child transmission of HIV can be reduced by provision of antiretroviral therapy (ART) 
to the mother and or the baby and exclusive breastfeeding or formula feed in the first six 
months of life (WHO 2010:3-4). Lack of adherence to exclusive breastfeeding is usually 
a result of many factors which include, cultural practices and beliefs, pressure or lack of 
support from the family members, the belief that there is no enough milk and failure to 
educate mothers by health professionals (Yotebieng, Chalachala, Labbok & Behets 
2013:1-9). 
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Mothers are encouraged to breastfeed while they or their infants receive ARVs for the 
duration of breastfeeding (WHO 2010:6). However, data from the National Health 
Laboratory Services still reveal a number of babies who become positive during the post 
natal period. This can be attributed to either mix feeding and/or non-adherence to 
ARVs. 
 
1.2.2 Background to the research problem 
 
Breastfeeding is a natural way of providing for infants and young children’s nutrition and 
nurture. Optimal infant and young child feeding practices rank among the most effective 
interventions to improve child health (WHO 2009a:1). 
 
The benefits of breastfeeding are enormous. It helps to protect children against a variety 
of acute disorders such as diarrhoea, pneumonia, otitis media, haemophilus influenza, 
meningitis and urinary tract infections (WHO 2009a:4-5). Regarding intelligence in late 
childhood life, a meta-analysis of 20 studies by (Anderson, Johnstone & Remley) in 
WHO (2009a:5) showed a higher score of cognitive function among children who were 
breastfed, as compared to those who were formula fed (Daniels & Adair 2005:135).  
Thus, increased duration of breastfeeding can be positively linked to greater intelligence 
in late childhood (Daniels & Adair 2005:135). 
 
 Benefits of breastfeeding are not only manifested in babies, it has been shown that 
mothers too, have a decreased risk of postpartum haemorrhage if breastfeeding is 
initiated immediately after delivery (WHO 2009a:5). There is also evidence that the risk 
of breast and ovarian cancer is less among women who breastfed (Robenblaat & 
Thomas 1993:22). 
 
Reviews in developing countries show that infants who are not breastfed are 6 to 10 
times more likely to die in the first months of life, however worldwide, it is estimated that 
only 34.8% of infants are exclusively breastfed in the first six months of life (WHO 
2009a:4). Studies also show that deaths from pneumonia and diarrhoea could be 
reduced by two thirds if babies were breastfed exclusively for the first six months 
instead of being partially breastfed (Chantry, Howard & Auinger 2006:425-432). 
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This natural initiative is supported by the World Health Organization (WHO) and the 
United Nations Children’s Fund (UNICEF), African Union and the South African 
Government through the Declarations, Policies, Strategies, and Plans of actions. 
Chronologically these policies and plans of action for breastfeeding are positioned as 
thus: 
 
• The international code of marketing of breast milk substituted (WHO 1981) 
• Innocent declaration (UNICEF 1990) 
• Baby friendly hospital initiative (WHO 1991) 
• Maternity protection convention (International Labour Organization 2000) 
• Global strategy for infant and young child feeding (WHO 2001) 
• Campaign on acceleration reduction of maternal and child health in Africa 
(CARMMA) (South Africa, Department of Health [Sa]) 
• Tshwane declaration of 2011  
 
In spite of these policies and declarations that give evidence for the recommendation of 
breastfeeding, there has always been a challenge for mothers and health care 
professionals.  There are issues of culture, career orientated society, and 
socioeconomic status that challenge breastfeeding from the point of the mother. 
Enforcing these policies can be seen as values imposed by the health care 
professionals. 
 
Within the context of HIV exclusive breastfeeding becomes more challenged, as there is 
a wide spread knowledge that mother-to-child transmission of HIV can occur during 
pregnancy, labour, as well as breastfeeding period (WHO 2007:1). According to the 
WHO (2007:1), about 15-25% of cases of HIV infected women will pass the virus to 
their infants during pregnancy or delivery and an additional 5-20% of infants may 
become infected during the post natal period through breastfeeding. Thus, 
breastfeeding may be responsible for one third to half of infection in infants without any 
interventions. 
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1.3 RESEARCH PROBLEM 
 
In affluent countries HIV infected mothers are prohibited from breastfeeding. This is 
based on the statement that formula feeding is highly effective in reducing post natal 
transmission of HIV, but its safety depends greatly on the local context of the mother 
(WHO & CDC 2008:32). In developing countries, mothers are encouraged to 
breastfeed, because child mortality due to malnutrition surpasses the risk of HIV 
infection. Therefore, the national authorities should decide whether to counsel HIV 
infected mothers to either breastfeed and receive ARV interventions or avoid all 
breastfeeding. This decision should be based on international recommendation and 
consideration of the socio economic and cultural context of the population, availability 
and quality of health services, local epidemiology including HIV prevalence in women; 
and main causes of maternal and child under- nutrition and infant and child mortality 
(WHO 2010:6).  
 
In South Africa, free formula was provided in public facilities to HIV infected mothers 
who opted for exclusive formula feeding. Nonetheless, this option lapsed in March 2012.  
Disparity in economic circumstances of most mothers and the high infant mortality in 
South Africa, prompted the government to encourage and promote breastfeeding to all 
women irrespective of the HIV status. 
 
All mothers receive counselling about the risks and benefits of various infant feeding 
options most likely to be suitable for their situation. Mixed feeding in the first six months 
of the infant’s life is discouraged because of its association with high infant morbidity 
and mortality (WHO 2010:3). As mix feeding became prevalent among mothers who 
opted for formula feeding in the light of infrequent supply of formula and financial 
constraints, it was imperative for the South African government to take action. Through 
the Tshwane declaration of August 2011, the South African government committed and 
called on all stakeholders to support and strengthen efforts to promote breastfeeding. 
 
This led to the stopping of free supply of formula in government health facilities to HIV 
exposed infants whose mothers opted for replacement feeding. However, mothers are 
not forced to breastfeed as this still carries potential risk for mother to child transmission 
of HIV.  
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Mothers were first oriented to the fact that HIV can be transmitted from the mother to 
the baby through breastfeeding. There was free supply of formula in government health 
facilities for HIV positive mothers till April 2012. The WHO stipulates the criteria that 
should be met by HIV positive mothers to either formula feed or breastfeed.  
Breastfeeding by HIV positive mothers with the provision of ARV drugs to either the 
mother or the baby carries a minimal risk for mother-to-child transmission of HIV (WHO 
2007:1) 
 
The South Africa’s and WHO guidelines for PMTCT recommend exclusive 
breastfeeding by all mothers in the first six months of life of their babies, including those 
who are HIV infected.  This is a new concept to mothers and some health professionals, 
and needs further clarification so that it can to be understood. What happens to women 
without proper health information background and less access to such knowledge? This 
may leads to uninformed choices.  Some mothers are still despondent about 
breastfeeding as evidenced by questions that have been asked on radio talk shows that 
the researcher often listens to. 
 
The question is, “does exclusive breastfeeding interfere with some cultural and social 
practices, are babies being given certain food or medicine as part of the cultural rituals”, 
If yes is the answer to these questions, there is tremendous pressure on these mothers 
who are expected to exclusively breastfeed their babies. This can be worse for mothers 
who have not disclosed their HIV status. It is for these reasons that the researcher 
wants to explore and describe the experiences of HIV infected mothers about exclusive 
breastfeeding in the first six months of the infant’s life.  The majority of these mothers 
after being counselled by health care providers agree to exclusively breastfeed. (As 
evidenced by data in clinic registers in the Free State province.) The question that 
arises is, are these mothers fully conversant with the concepts of exclusive 
breastfeeding, and what will be their experiences in the context of their individual 
circumstances?  
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1.4 AIM OF THE STUDY 
 
1.4.1 The research purpose 
 
The purpose of this study was to explore, describe and interpret the experiences of HIV 
positive mothers about exclusive breastfeeding in the first six months of the infant’s life 
and also make recommendations to the stakeholders who are expected to support 
exclusive breastfeeding. 
 
1.4.2 Research objectives 
 
The objectives for this study were to 
 
• identify challenges with regard to infant feeding in the context of HIV, especially 
with regard to the recommendation of exclusive breastfeeding in the first six 
months of the infant’s life by HIV infected mothers 
• determine the feasibility of exclusive breastfeeding by HIV infected mothers in the 
first six months of the infant’s life 
• identify gaps with regard to counselling on infant feeding in the context of HIV 
 
1.5 SIGNIFICANCE OF THE STUDY 
 
The study is significant because the policy of exclusive breastfeeding by HIV positive 
mothers is relatively new and it is currently not known how mothers experience 
exclusive breastfeeding in the first six months of the infant’s life. 
 
In the Free State Province the transition from provision of free formula to stopping this 
practice was only two months which is perceived by the researcher as too short. 
Mothers had in the past been oriented by the Department of Health to the fact that 
breastfeeding causes mother-to-child transmission of HIV hence the supply of free 
formula and this was followed by a sudden withdrawal of free formula.  
 
It was therefore essential to establish how mother perceive and experience this change 
so that gaps can be addressed. 
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The study results will guide health professionals especially those who deal with 
maternal and child health in evaluating the practice of exclusive breastfeeding by HIV 
positive mothers. It will further give direction on policy gaps and how best it can be 
implemented to achieve positive results. 
 
1.6 DEFINING KEY CONCEPTS 
 
1.6.1 Experience 
 
Experience refers to things that have happened to you that influence the way you think 
(Oxford Advanced Learners Dictionary 2000:406).  In this study, experience will mean 
thoughts, feelings and lessons learned by the HIV mothers regarding exclusive 
breastfeeding. 
 
1.6.2 HIV infected mother 
 
HIV stands for Human Immunodeficiency Virus. Infected refers to the pathological state 
resulting from the invasion of the body by pathogenic microorganisms. (Oxford 
Advanced Learners Dictionary 2000:612).  A mother is a female parent of a child 
(Oxford Advanced Learners Dictionary 2000:763).  In this study an HIV infected mother 
means a female parent who is HIV positive and knows her HIV status and gave birth in 
the last twelve months already knowing her positive HIV status. 
 
1.6.3 Exclusive breastfeeding 
 
Exclusive breastfeeding means an infant receives no other food or drink, not even water 
other than breast milk (which can include expressed breast milk), with the exception of 
drops or syrups consisting of vitamins, mineral supplements or medicine (WHO 
2009a:4). 
 
1.6.4 Infant  
 
The WHO (2007:ix) defines an infant as a child from birth to twelve months of age. This 
definition will be used in this study. 
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1.7 THEORETICAL FOUNDATION OF THE STUDY 
 
The purpose of the study, proposes a constructivist paradigm. According to Denis and 
Beck (2012:13), Creswell (2013:86-88) and Streubert and Carpenter (2011:4), this 
paradigm encompasses the following philosophical assumptions: 
 
• Reality is multiple and subjective, mentally constructed by individuals; there is 
simultaneous shaping, not cause and effect. 
• The inquirer interacts with those being researched; findings are the creation of 
the interactive process. 
• Subjectivity and values are inevitable and desirable. 
• It involves inductive processes and theory generation. Emphasis is entirely on 
some phenomena and there is holistic focus on the subjective and it’s non-
quantifiable. 
• The emerging insight is grounded in participants experiences and the researcher 
is the internal part of the process. 
 
1.7.1 Ontological assumption 
 
The ontological assumption underlying this paradigm describes reality as a being 
multiple, complex, subjective and mentally constructed by individuals (Creswell 
2013:21). 
 
1.7.2 Epistemological assumption 
 
Constructivism is the view that reality is co-constructed by the researcher and shaped 
by their subjective experiences (Creswell 2013:36; Botma, Greeff, Mulaudzi & Wright 
2012:40). 
 
1.7.3 Methodological assumption 
 
Methodology explains how the researcher will approach or conduct investigations in the 
study (Botma et al 2012:41). 
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As the purpose of paradigm or world view is to guide ones’ approach to an inquiry, the 
constructivist paradigm guided this study to be a qualitative inquiry within the 
explorative, descriptive, interpretive and phenomenological designs (Polit & Beck 
2012:736). 
 
1.7.4 Research paradigm 
 
The chosen paradigm is qualitative. “Qualitative research offers opportunity to focus on 
finding answers to questions centred on social experiences, how it is created and how it 
gives meaning to human life” (Streubert & Carpenter 2011:42). Streubert and Carpenter 
(2011:20) further mention the following characteristics of the qualitative research: 
 
• A belief in multiple realities. 
• A commitment to identifying an approach to understanding that supports the 
phenomenon studied. 
• A commitment to participant’s view point. 
• The conduct of inquiry in a way that limits disruption of the natural context of the 
phenomena of interest. 
• Acknowledgment of the researcher in the research process. 
• Reporting of data in a literary style rich with participant commentaries. 
 
The study was about lived experiences of mothers, each mother described her own 
experience, there were multiple realities and each mothers’ view was of utmost 
importance. Data was collected at the health facility therefore it was a familiar setting for 
participants.  
 
1.8 RESEARCH DESIGN AND METHOD 
 
A qualitative descriptive study was undertaken to determine the experience of HIV 
infected mothers regarding exclusive breast feeding in the first six month of the infant’s 
live. Qualitative research offers the opportunity to focus on finding answers to questions 
centered on social experiences, how it is created and how it gives meaning to human 
life (Streubert & Carpenter 2011:42). It focused on lived experiences and therefore it 
was phenomenology. According to Grove et al (2013:60), the purpose of 
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phenomenological research is to describe lived experiences. This research design will 
be discussed in more detail in chapter 3. 
 
1.9 SCOPE OF THE STUDY 
 
The study was on women from one community health centre in Mangaung Metropolitan 
Municipality. The degree and level of counselling about exclusive breastfeeding these 
women received was not known which could have contributed to varying experiences of 
these women. It also focused on women aged eighteen and above, younger women 
who in most cases are still attending high school were not included. 
 
1.10 STRUCTURE OF THE DISSERTATION 
 
This dissertation has five chapters. 
 
• Chapter 1 is mainly about introduction, overview and orientation to the study.  
 
• Chapter 2 focuses on literature review which is primarily on exclusive 
breastfeeding, breastfeeding in general, HIV/AIDS and prevention of mother-to-
child transmission. 
 
• Chapter 3 discusses the research design and method that was used in this study 
and measures to ensure trustworthiness. 
 
• Chapter 4 is about presentation and analysis of the overview of research 
findings. 
 
• Chapter 5 highlights the conclusions and recommendation from the researcher in 
relation to the problem statement and objectives of the study.  
 
1.11 CONCLUSION  
 
This chapter gave an introduction and orientation to the study. The background 
information about the research problem, aims and significance of the study, theoretical 
foundations and the scope of the study were outlined. The next chapter address the 
review of relevant literature.  
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CHAPTER 2 
 
LITERATURE REVIEW 
 
 
2.1 INTRODUCTION 
 
Chapter 2 presents literature review which specifically focused on exclusive 
breastfeeding, breastfeeding in general, preventions of mother-to-child transmission 
(PMTCT) of HIV and policies and declarations in support of breastfeeding and PMTCT. 
Reference was also made to previous studies done similar to, or related to the research 
topic were reviewed. 
 
2.2 CHILD SURVIVAL, BREASTFEEDING AND MOTHER-TO-CHILD 
TRANSMISSION (MTCT) OF HIV 
 
Under nutrition is the most important determinant of child health and is the cause of 
35% of disease burden in children under five years. (Mangasaryan, Martin, Brownlee, 
Ogundlade, Rudert & Cai 2012:2). The following are variables related to child health 
indicators: 
 
• Infant mortality rate (IMR) – The probability of dying between birth and one year 
of age per 1000 live births (South Africa 2011:vii). 
• Under 5 mortality rate (U5MR) – the probability of dying between birth and 
exactly five years of age expressed per 1,000 live births. (South Africa 2011:vii). 
• Ratio IMR to U5MR – The number of deaths of children under 5 years of age that 
occur in the first year of life. (South Africa 2011:157). 
• Child mortality rate – Number of deaths in children between one year and five 
years of age during a calendar year divided by the number of children born 
during that year (South Africa 2011:vii). 
 
The prevention of HIV transmission should always be balanced against the risk of 
morbidity and mortality including malnutrition and this is one of the most pressing public 
health dilemmas confronting researchers (WHO 2007:4). Nutrition interventions which 
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include breastfeeding have proven to improved child survival and health in many 
countries (Mangasaryan et al 2012:2). In developing countries women are faced with a 
stark choice of breastfeeding their babies with the probability of infecting them with HIV, 
or formula feeding and putting them at the risk of mortality or morbidity from diarrhoea, 
pneumonia and malnutrition because they are deprived the  nourishment ,natural 
immunity and protection of breast milk (WHO 2009b).  “The issue of infant feeding has 
been particularly challenging in a PMTCT context because the options available, 
breastfeeding or not breastfeeding, both involve risks to child health and survival” 
(Moland, Van Exterik, Selle, De Paloli, Leshabari & Blystad 2010:2). 
 
2.3 PREVENTION OF MOTHER-TO-CHILD TRANSMISSION (PMTCT) 
 
Transmission of HIV from an infected mother to her child during pregnancy, labour or 
breastfeeding is called mother-to-child transmission, it is also referred to as vertical 
transmission (WHO & CDC 2008:2). In the absence of any interventions it can range 
from 15-45 % however with effective interventions it can be reduced to below 5% (WHO 
2013:3). 
 
According to Department of Health (South Africa 2013a:5) the PMTCT programme 
provides the following interventions: 
 
• HIV testing and counselling during antenatal care, labour and delivery and post-
partum. 
• Provision of anti-retroviral (ARV) drugs to mother and infant. 
• Safer delivery practices. 
• Infant feeding information, counselling and support. 
• Referrals to comprehensive treatment, care and social support for mother and 
families with HIV infection. 
• Early infant diagnosis and HIV antibody testing at eighteen months. 
 
UNAIDS has called for the virtual elimination of new HIV infections in children by 2015, 
“a feasible goal if comprehensive programmes to prevent such transmission are 
expanded and integrated with maternal, new born and child health, sexual reproductive 
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health, and other health services, such as HIV treatment and care programmes” (WHO 
2011:12). 
 
2.3.1 Factors that may increase the risk of mother-to-child transmission through 
breastfeeding 
 
Table 2.1 Risk factors for MTCT through breastfeeding 
 
Risk factors for MTCT through breastfeeding 
• High maternal viral load (new infection or advanced AIDS). 
• Duration of breastfeeding. 
• Mixed feeding (giving water, other liquids, or solid feeds in addition to breastfeeding 
during the first six month of the infant’s life. 
• Breast abscesses, nipple fissures and mastitis. 
• Oral disease of the baby (e.g. thrush or sores. 
 
(Source: WHO & CDC 2008:2.50) 
 
2.3.2 Elements of the PMTCT programme 
 
According to South Africa (2013a:3), the PMTCT programme comprises the following 
four elements: 
 
• Primary prevention of HIV, especially in women of child bearing age. 
• Prevention of unintended pregnancies in HIV infected women. 
• Prevention of HIV transmission from an infected mother to her child. 
• Providing treatment, care and support to women living with HIV and their 
children. 
 
2.3.3 PMTCT programme and goals of intervention 
 
The PMTCT programmes reaches out to all HIV infected women during pregnancy, 
labour and the post natal period with the aim of ensuring HIV uninfected babies as well 
as healthy mothers (South Africa 2013a:5).  
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Figure 2.1  
 
 
 
Figure 2.1   Summary of PMTCT process 
(Source: South Africa 2013a:5) 
 
2.4 BREASTFEEDING 
 
“Breastfeeding is the process that provides the ideal nutrition for infants and contributes 
to their healthy growth and development reduces incidence and severity of infectious 
diseases, thereby lowering morbidity and mortality, contributes to women’s health by 
reducing ovarian cancer, and by increasing the spacing between pregnancies, provides 
social and economic benefits to the family and the nation, provides most women with a 
sense of satisfaction when successfully carried out” (UNICEF 1990). These benefits 
increase with exclusiveness of breastfeeding during the first six months of the infant’s 
life (UNICEF 1990). 
 
2.4.1 Interventions to reduce mother-to-child transmission through breast-
feeding 
 
2.4.1.1 Exclusive breastfeeding 
 
“Exclusive breastfeeding means that an infant receives only breast milk from the 
mother, from a wet nurse or expressed breast milk, and no other liquids, water or solids 
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with the exception of oral re hydration solution, drops or syrups consisting of vitamins, 
minerals supplementation or medicine” (WHO 2009a). 
 
The WHO (2010:3) recommends exclusive breastfeeding for the first six months by 
mothers known to be HIV infected whose babies are HIV uninfected or with unknown 
status, and introduction of complementary feeds thereafter and continued breastfeeding 
for twelve months (South Africa 2013a:14). Exclusive breastfeeding for the first six 
months meets the energy and nutrients need of the vast majority of infants (Buttle, 
Lopez-Alarcon & Garza 2002). Research has revealed that exclusive breastfeeding 
carries a lower risk of HIV transmission (Coovadia, Rollins, Bland, Little, Coutsoudis, 
Bennish & Newell 2007:1111). 
This is supported by another study done in Zimbabwe (Lliff, Powoz, Tavengwa, 
Zunguza, Marinda, Nathoo, Moulton, Ward and ZWINTAMBO Study Group 2005) where 
it was found that the introduction of solid food or animal milk to breastfeeding infants 
was associated with fourfold greater risk of post natal transmission of HIV compared to 
exclusive breastfeeding. 
 
2.4.1.2 Antiretroviral therapy 
 
Evidence has shown that ARV intervention to either the HIV infected mother or the HIV 
exposed baby can reduce the risk of HIV transmission through breastfeeding (WHO 
2010:3). The Department of Health (South Africa 2013a:27) recommends the following 
for prevention of mother-to-child transmission of HIV through breastfeeding. 
 
• The provision of Nevirapine syrup to all infants born of HIV positive mothers 
within seventy two hours after birth and continue for six weeks. 
• Infants of HIV infected mothers who are not on ARV treatment should continue 
daily Nevirapine up to one week post cessation of breastfeeding. 
• All HIV infected breastfeeding mothers (unless contraindicated) should receive 
three ARV drugs preferably as fixed dose combination (Efavirenz, Emtricitabine 
and Tenofovir) until one week post cessation of breastfeeding for those whose 
CD4 count is above 350 cells/mm3 irrespective of WHO clinical staging. 
Breastfeeding mothers whose CD4 count is below 350 cells/mm3 or WHO clinical 
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stage 3 or 4 continue ARV treatment for life, even after cessation of 
breastfeeding. 
• Breastfeeding mothers who are not HIV infected should be counselled and tested 
for HIV every three months. This is for early diagnosis and provision of 
prophylaxis should they become infected with HIV while breastfeeding. 
• No woman should be discharged from a delivery facility with unknown HIV status. 
 
2.4.2 Factors affecting adherence to exclusive breastfeeding and key challenges 
to exclusive breastfeeding 
 
According to Yotebieng et al (2013:1-9) in a study done in Kinshasa, the following were 
the determinants of poor exclusive breastfeeding: 
 
• Individual characteristics such as knowledge, attitudes, beliefs, and skills. 
• The interpersonal factors, particularly the support from family, friends and health 
care providers. 
• Community factors such as community support groups or breastfeeding friendly 
hospital policy. 
• Limited knowledge of the health care workers and mothers about human milk 
production, composition and adequacy for the baby’s needs. 
• Many mothers did not know the recommended duration of breastfeeding. 
• The influence of significant others who usually helped with the care of the infants. 
• The perception or belief that the baby is not getting enough breast milk. 
• Formula supplementation was mainly due to lack of information material and 
support about exclusive breastfeeding. 
• There was more emphasis on positioning rather than breastfeeding patterns on 
education provided to mothers. 
 
Mangasaryan et al (2012) found the following as the main challenges about 
breastfeeding: 
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• Lack of infant feeding knowledge and skills among care givers 
 
- Lack of knowledge about benefits of exclusive breastfeeding, the 
assumption that breast milk is not enough also lack of skills such as 
proper positioning and attachment. 
 
• Lack of family support 
 
- Pressure from extended families to mothers to give other fluids and solid 
and not helping with other house hold tasks and other children. 
 
• Cultural beliefs and practices 
 
- Pro lacteal feeds, delayed initiation of breastfeeding and discarding 
colostrum were the main cultural practices identified. 
 
• Unsupportive health services and community based services 
 
- Health facilities not being conducive to establishment of good 
breastfeeding practices. 
- Lack of infant feeding counselling skills by health care workers. 
 
• Unsupportive work environment 
 
- Limited or no maternity leave. 
- Inflexible working hours. 
- Lack of breastfeeding facilities at work, no facilities for expressing or 
storing breast milk. 
 
• Commercial pressure 
 
- Wide spread advertising of breast milk substitutes and provision of gifts 
and incentives to health care workers by formula companies. 
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• Administrative and political challenges 
 
- Lack of commitment to infant and young child feeding (IYCF) policy, and 
inadequate resources. 
- Poor coordination between government offices and partners. 
- High turnover of employees and volunteers working in infant and child 
nutrition. 
 
The above are also affirmed by Egata, Berhane and Worku (2013:7) where they found 
that non-exclusive breastfeeding of infants younger than six months was mainly due to 
no marital relationship, poor access to health facilities and ignorance about the IYCF 
practices. Egata et al (2013:7) recommend that family support, education behaviour 
change communication on infant feeding at community level can improve infant and 
young child feeding particularly exclusive breastfeeding. 
 
2.4.3 Initiatives to promote breastfeeding 
 
2.4.3.1 Innocenti declaration of 1990 and 2005 
 
UNICEF (1990) has the following account of the innocent declaration on the protection, 
promotion and support of breastfeeding. The global goal for optimal maternal and child 
health nutrition, all women should be able to breastfeed exclusively for 4-6 months of 
age thereafter children should continue to be breastfed while receiving appropriate and 
adequate complementary foods, for up to two years or beyond. This ideal is to be 
achieved by creating an appropriate environment of awareness and support so that 
women can breast feed in this manner. 
 
The Innocenti declaration also called on countries to reinforce the breastfeeding culture 
and defeat the bottle feeding culture, empower women to increase their confidence 
towards breastfeeding and remove constraints and influences that prohibits 
breastfeeding. Obstacles to breastfeeding at the workplace and in the society to be 
eliminated and a responsive and comprehensive communication strategy to be offered 
to all levels of society. 
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Operational targets were set for all governments that by 1995, they should have 
appointed a national breastfeeding coordinator, established a multi-sectorial breast-
feeding committee composed of representative from relevant government departments, 
non-governmental organisations and health professionals associations. 
 
Governments were also to ensure that all maternity facilities practice the ten steps to 
successful breastfeeding as stipulated by the WHO and UNICEF and also effect the 
recommendations of the code of marketing of breast milk substitutes. 
 
The international organisations were given a task of drawing up strategies to protect, 
promote and support breastfeeding and the global monitoring and evaluation of these 
strategies, support the national situational analysis and surveys and encourage and 
support them in planning, implementing and evaluating their breastfeeding policies. 
 
The Innocenti Declaration of 2005 marked the 25th anniversary of that of 1990 (UNICEF 
2005) and governments and international organisations gathered to measure progress 
made and identify challenges and came up with new strategies. A remarkable progress 
had been made in improving infant and young child feeding practices worldwide. New 
recommendations and targets were made. 
 
2.4.3.2 Baby Friendly Hospital Initiative (BFHI) 
 
BFHI was launched by UNICEF and WHO in 1991 following the Innocenti declaration on 
the protection, promotion and support of breastfeeding. A maternity facility can be 
accredited as “baby friendly “ when it does not accept free or low cost breast milk 
substitutes, feeding bottles or teats and has implemented the 10 steps to support 
successful breastfeeding as stipulated by UNICEF and WHO (2009:1). 
 
The BFHI seeks to provide mothers and babies with a good start for breastfeeding 
increasing the likelihood that babies will be breastfed exclusively for the first six months. 
(UNICEF & WHO 2009:23). A global criterion for BFHI has been set and implementation 
is at country level and hospital level.  
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2.4.3.3 The Tshwane declaration 
 
South Africa also committed to the promotion, protection and support of breastfeeding 
on 23 August 2011 (The Tshwane declaration of support for breastfeeding in South 
Africa 2011:214). It came to the following resolutions: 
 
• Declaration in that it is a country that actively promotes, protects and support 
exclusive breastfeeding and mainstream breastfeeding in all relevant policies, 
legislation, strategies and protocols. 
• Adoption of the 2010 WHO guidelines on HIV and infant feeding and the 
recommendation that HIV infected mothers can breastfeeding while receiving 
ante retroviral therapy. 
• Finalise the national guidelines on the Code of marketing of breast milk 
substitutes, adopt it into legislation within twelve months, fully implement and 
monitor it. 
• Commitment of resources by government and other relevant state holders 
excluding formula industry to promote, protect and support breastfeeding 
including updated guidelines on HIV and infant feeding. 
• Review legislation regarding maternity leave. 
• Provision of comprehensive services to ensure that all mothers are supported to 
exclusively breastfeed for six months, introduce complementary feeding and 
continue breastfeeding for up to two years, HIV infected mothers up to 12 
months. 
• Promotion of human breast milk banks specifically for neonatal intensive care 
units. 
• Implementation of baby friendly hospital initiative (BFHI) and Kangaroo mother 
care (KMC). 
• Community-based interventions to promote, protect and support breastfeeding. 
• Continued research, monitoring and evaluation to inform policy development and 
strengthen implementation. 
• Stop issuing formula feeds in public facilities except for babies with special needs 
which exclude HIV/AIDS. 
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2.4.3.4 Campaign on Acceleration of Reduction of Maternal and Child Mortality 
in Africa (CARMMA) 
 
CARMMA was launched by African Union in 2009 with aim of intensifying the 
implementation of the Maputo plan of action for the reduction of maternal mortality in 
Africa and although CARMMA’s primary focus is reduction of maternal mortality it also 
focus on child health (South Africa [Sa]:8). 
 
According to the South Africa ([Sa]:12-13), the country has adopted the six key 
components of CARMMA as stipulated by African Union. The two key components of 
CARMMA South Africa that have a direct bearing on this study will be mentioned and 
are as follows: 
 
(a) Improving child survival by: 
 
• Promoting and supporting exclusive breastfeeding for at least 6 months. 
• Providing facilities for lactating mothers (boarder mothers) in health 
facilities where children are admitted. 
• Promoting KMC for stable low birth weight babies at all levels of care. 
• Advocating for appropriate care and support for pregnant women and 
lactating mothers in the workplace.  
• Intensifying management of severe malnutrition in health facilities. 
• Intensifying case management of sick children through:  
- Improving implementation of key family practices including 
diarrhoea management at home. 
- Strengthening implementation of Integrated Management of 
Childhood Illness (IMCI) in all primary health care facilities. 
- Strengthening clinical skills for the management of severe diseases. 
 
(b) Intensifying management of HIV positive mothers and children by: 
 
• Improving access to treatment for both mothers and children. 
• Improving management of co-infections. 
• Eliminating mother-to-child transmission of HIV. 
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2.5 THE EPIDEMIOLOGY OF HIV 
 
In 2012 35.5 million people were estimated to be living with HIV, 25 million of them are 
in sub-Saharan Africa and 6.1 million in South Africa (UNAIDS 2013:A24). This means 
about 17% of the world’s people living with HIV are in South Africa. 674 000 pregnant 
women were living with HIV in sub-Saharan Africa in 2012. (WHO, UNICEF & UNAIDS 
2011:18). 
 
The 2012 national antenatal sentinel HIV and herpes simplex type-2 prevalence survey 
in South Africa revealed that the HIV prevalence in South Africa was estimated to be 
29.5% in pregnant women aged 15-49 years and in Free State 32% in pregnant women, 
making it the third most affected province in South Africa after KwaZulu-Natal and 
Mpumalanga (South Africa 2013b:18-20). In Mangaung Metro the 2012 HIV prevalence 
in pregnant women aged 15-49 was 30.3% (South Africa 2013b:23). According to the 
Department of Health, District Health Information Systems (2013-2014), the Mangaung 
University Community Partnership Programme (MUCCP) community health centre had 
the following PMTCT statistics: 
 
Table 2.2 MUCPP PMTCT statistics 2013/14 financial year 
 
Antenatal clients firs visit 924 
Antenatal client first HIV test positive rate 9.3% 
Infant 1st PCR test around six weeks rate 2.6% 
Infant rapid HIV test around 18 months positive rate 0.6% 
 
(Source: Department of Health, District Health Information Systems 2013-2014) 
 
In South Africa 40.5% of maternal deaths in 2008-2010 were attributed to non-
pregnancy related sepsis which is mainly HIV/AIDS (South Africa 2012:xi). 
 
Eighty-three percent of HIV positive women in South Africa received anti-retroviral 
therapy for PMTCT in 2012 and there were 21 000 estimated new HIV infections in 
children (UNAIDS 2013). 
 
In 2013 there were 21 000 new infections in South Africa (UNAIDS 2013). 
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2.6 MANGAUNG METROPOLITAN MUNICIPALITY 
 
The Mangaung Metropolitan Municipality is located in the Free State Province, in the 
center of South Africa. Being the sixth largest city in the country, the Mangaung 
municipal area covers more than 6 263km and has a population of about 747 431 
people. It is made up of a city named Bloemfontein and two towns of Botshabelo and 
Thaba nchu. The languages spoken in the area are mainly Sesotho, Afrikaans, English 
and Setswana (Statistics South Africa 2011).   
Table 2.3 The population of Mangaung metropolitan municipality 
 
AGE MALE FEMALE TOTAL 
0−4 37 636 37 712 75 348 
5−9 32 930 32 716 65 646 
10−19 65 680 65 102 130 782 
20−29 81 005 76 947 157 952 
30−39 56 57 55 545 111 902 
0−49 39 649 46 709 86 358 
50−59 26 086 33 234 59 320 
60−69 14 251 20 375 34 626 
70+ 8 592 16 905 25 497 
TOTAL 362 186 385 245 747 431 
 
(Source:  Statistics South Africa 2011) 
 
2.7 CONCLUSION 
 
Chapter 2 related what is already known about breastfeeding especially in the context of 
HIV/AIDS, prevention of mother-to-child transmission and child survival in relation to 
breastfeeding. Interventions to reduce mother-to-child transmission and factors which 
affect adherence to exclusive breastfeeding were reviewed.  
 
Special consideration was given to the international and national initiatives that promote 
breastfeeding and the epidemiology of HIV/AIDS. The HIV statistics of the community 
health centre where the study was conducted and the demography of Mangaung 
Metropolitan Municipality were depicted. Child health indicators that are related to child 
survival have also been defined. The next chapter presents the research design and 
methodology.  
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CHAPTER 3 
 
RESEARCH DESIGN AND METHOD 
 
 
3.1 INTRODUCTION 
 
In this chapter the research method and design are discussed. It highlights the 
population and sampling, data collection approach and methods used, ethical 
considerations as well as trustworthiness of the study. 
 
3.2 RESEARCH DESIGN 
 
“A research design involves a set of decisions regarding what topic is to be studied 
among what population with what research methods for what purpose” (De Vos et al 
2011:142). Qualitative research was undertaken for this inquiry. Grove et al (2013:705) 
define qualitative research as “systematic, interactive, subjective approach used to 
describe life experiences and give them meaning”. 
 
According to Streubert and Carpenter (2011:42), the study of human is deeply rooted in 
descriptive modes of science and all reality is not explainable by cause and effect. It 
explores reality as it is perceived rather than an observed phenomenon. 
 
3.2.1 Qualitative research 
 
Given (2008:761) refers to research design as the way in which a research idea is 
transformed into a research project or plan that can then be carried out in practice by a 
researcher or the research team. 
 
Grove et al (2013:692) describe research design as the blueprint for conducting a study 
that maximizes control over factors that could interfere with the validity of the findings. 
According to Streubert and Carpenter (2011:42), the study of human is deeply rooted in 
descriptive modes of science and all reality is not explainable by cause and effect. It 
explores reality as it is perceived rather than an observed phenomenon. 
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3.2.2 Phenomenology 
 
The design was phenomenology because the inquiry was about lived experiences of the 
HIV positive mothers about exclusive breastfeeding. Streubert and Carpenter (2011:73) 
define phenomenology as a science whose purpose is to describe particular 
phenomena or appearance of things as lived experiences. 
 
Priegelberg (1973:3) in Streubert and Carpenter (2010:13) further describe 
phenomenology as the name of the philosophical movements whose main objective is 
the direct investigation and description of phenomena as consciously experienced 
without theories about their causal explanation and as free a possible from unexplained 
preconceptions and pre assumptions. 
 
Phenomenological research is the study of lived or experiential meaning and attempts 
to describe and interpret these meaning in the way that they emerge and are shaped by 
consciousness, language, our cognitive and non-cognitive sensibilities, and by our pre 
understanding and presuppositions (Given 2008:614). 
 
3.2.2.1 Interpretive phenomenology  
 
The research was interpretive phenomenology. Interpretive phenomenology is also 
called hermeneutical phenomenology (Given 2008:461). 
 
Hermeneutic phenomenology is the philosophy of the nature of understanding a 
particular phenomenon and the scientific interpretation of phenomena appearing in text 
or written word (Streubert & Carpenter 2011:8). 
 
According to Stommel and Wills (2004:183), a central focus of phenomenological 
hermeneutics is the interpretation of intentional acts or meanings of lived experiences. 
 
The researcher brought to understanding, the experiences of mothers through the 
interpretation of the speech and text generated during the interviews. 
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“Humans dwell in the world with no capacity to be completely free of the world. 
Interpretive phenomenology holds that there is no access to brute data (i.e., data 
containing no presuppositions or pre understandings” (Given 2008:461). 
 
The study was conducted in a community which the researcher is familiar with and 
therefore it may be unlikely that presuppositions, pre-understandings and beliefs will be 
completely set aside.  
 
Descriptive phenomenology as opposed to interpretive phenomenology required that 
direct exploration, analysis and description of particular phenomena as free as possible 
from unexamined presuppositions aiming at maximum intuitive presentation be done. 
(Streubert & Carpenter 2011:78-79). 
 
3.3 RESEARCH METHOD 
 
3.3.1 Sampling 
 
Sampling involves selecting a group of people, events, behaviours, or other elements 
with which to conduct a study (Grove et al 2013:351). 
Purposeful or purposive sampling was done. According to Grove et al (2013:365), in 
purposeful sampling the researchers consciously selects information-rich cases that can 
teach them much about the central focus or the purpose of the study. 
 
They further site that purposive sampling is used in qualitative research to gain insight 
into anew area of study or obtain in depth understanding of the sample experience or 
event.  
 
The sample size required is determined by the depth of information needed to gain 
insight into a phenomenon, explore and describe a concept and saturation occurs when 
additional sampling provides no new information, only redundancy of previously 
collected data (Grove et al 2013:371).  In this study saturation was reached after 
interviewing fifteen mothers. 
 
HIV infected mothers who opted for exclusive breastfeeding were identified during the 
routine immunisation visits and the attending professional nurse informed them of the 
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study and requested their participation, and once they agreed she then introduced them 
to the research process.  The sample included HIV positive mothers of babies older 
than six months who opted for exclusive breastfeeding. Participation in the study was 
voluntary. Interviews were conducted at the community health centre. 
 
The inclusion criteria was that the mother should have opted for exclusive breastfeeding 
and breastfed the baby during the first six months and voluntarily agreed to participate 
in the study. 
 
3.3.1.1 Population  
 
Population refers to all individuals who fit the criteria laid by the researcher and a 
sample is usually selected from the population (Given 2008:643). In this study the 
population comprised of HIV infected mothers above eighteen years who opted for 
exclusive breastfeeding for the first six months of their infant’s life and whose babies 
were aged six to twelve months. 
 
3.3.2 Data collection 
 
Data was collected through unstructured and semi structured one-to-one interviews by 
use of an interview guide (Annexure E). 
 
Unstructured interviews are interviews initiated with a broad question, after which 
subjects are usually encouraged to elaborate on particular dimension of the topic 
(Grove et al 2013:712). 
 
In semi-structured interviews the researcher has a set of predetermined questions, but 
the interview is guided rather than dictated by the schedule. Participants share more 
closely in the direction the interview takes and the can introduce an issue the 
researcher had not thought of. 
 
There is more flexibility and the researcher can follow-up a particular avenue that 
emerge in the interview. 
 
Interviews were audio recorded and later transcribed verbatim. 
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3.3.2.1 Data collection approach and method 
 
Data was collected through semi-structured interviews. A grand tour question was 
asked and it was as follows,” Please tell me about your experience of exclusive 
breastfeeding during the first six months of your baby’s life?” There was also a set of 
semi determined open ended questions (Annexure E). 
 
3.3.2.2 Data collection process 
 
Mothers who were eligible for the study i.e. HIV infected and who chose to exclusively 
breastfed, were older than eighteen years with babies aged six to twelve months, were 
identified by the professional nurse working at the community health centre. These 
mothers had brought their babies for routine immunisations and growth monitoring, they 
were not sick. Mothers were then informed of the study and permission sought to 
participate. This was done because their HIV status had to be revealed to the 
researcher. Informed consent (signed) was requested from all participants (Annexure 
C). 
 
Data was collected by semi structured interviews. It was done in a consulting room at 
the community health centre as the majority of mothers did not approve of interviews 
being done at their homes. Demographic data was first obtained from each of them 
stating age, marital status, educations level and number of children. There was a grand 
tour question which asked the mothers to describe their experiences regarding 
exclusive breastfeeding in the first six months of the infant’s life and there were also a 
set of predetermined questions which were asked. These prompted the mothers to give 
more information which is related to and provided more information on their 
experiences. Data saturation occurred with the fifteenth interviewee. Interviews were 
audio recorded to be later transcribed.  
 
3.3.3 Data analysis 
 
Babbie (2007:378) defines qualitative analysis as, the nonnumeric examination and 
interpretation of observations, for the purpose of discovering underlying meanings and 
patterns of relationships. 
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There was Simultaneous data collection and analysis. Data were coded, concepts and 
connections identified as described by Given (2008:186). Data was analysed by 
identifying different themes and coding them by line by line analysis of each interview 
transcription as explained by De Vos et al (2011:402). 
 
3.4 ETHICAL CONSIDERATIONS 
 
Permission to conduct the study was sought from the Head of Free State province 
Health (Annexure B) and approval to conduct the study was obtained (Annexure D). 
Ethical clearance was granted by UNISA (Annexure A). 
 
Permission for participation was first requested by the professional nurse at the 
community health centre before introducing them to the researcher because in involved 
revealing their HIV status. An informed consent was sought from each participant 
therefore they were not coerced into participation.  Confidentiality and anonymity were 
ensured and pseudo names were used during interviews and for reporting. Audio 
recordings of interviews were deleted after transcription. 
 
The following principles were adhered to as described by Grove et al (2013:162): 
 
Beneficence/non-maleficence, participants were not be harmed. This was ensured by 
constantly observing participants for signs of emotional trauma and ensuring safe 
environment. 
 
Autonomy was ensured by obtaining informed consent from participants and awarding 
them an option of withdrawing anytime they were not comfortable with participation.  
 
Justice holds that human subjects should be treated fairly. Confidentiality and 
anonymity was upheld and participants were treated with dignity and respect. 
 
3.5 TRUSTWORTHINESS 
 
The researcher ensured that the quality of findings reflected the truth through 
trustworthiness as described by Polit and Beck (2012:175). 
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In this study, trustworthiness was used because it is a qualitative study. 
 
Trustworthiness encompasses several dimensions namely; credibility, transferability, 
conformability and dependability (Polit & Beck 2012:175). These four dimensions were 
used in this study. 
 
3.5.1 Credibility 
 
Credibility includes activities that increase the probability that the findings will be 
credible. Prolonging the time with subjects, hence gathering more information was 
employed to meet this criterion.  
 
3.5.2 Transferability 
 
This refers to whether the findings of the research can be generalised or be applicable 
to other situations or other target populations (De Vos et al 2011:420). In this study this 
criterion was ensured by examining other studies of similar nature and other interested 
researchers or the study leader will determined where the findings can be generalised. 
 
3.5.3 Conformability 
 
The goal of conformability is to determine whether another researcher can agree on the 
decisions made during the study on what data to collect and how to interpret the data as 
well as the relevance of the study findings for a practice field (Stommel & Wills 
2004:288). 
 
In this study the researcher provided for the use of audit trails. This was achieved by 
carefully documenting the approach to data collection, decisions about what data to 
collect and decisions about the interpretation of data. This was done to enable other 
knowledgeable researchers (e.g. study leader) to arrive at the same conclusion 
(Stommel & Wills 2004:288). 
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3.5.4 Dependability 
 
This refers to whether the findings would be similar if the study is replicated (Stommel & 
Wills 2004:288). However, De Vos et al (2011:421) argues at this is in contrast to the 
qualitative /interpretive assumption that the social world is always being constructed. 
 
To meet this criterion the researcher provided adequate and relevant methodological 
information to enable others to replicate the study as demonstrated by Given 
(2008:209). 
 
3.6 CONCLUSION 
 
Chapter 3 highlighted how the study was conducted, using the qualitative methods, 
mainly descriptive phenomenology. Ethical considerations which were followed and the 
measures of ensuring trustworthiness were discussed. The next chapter present the 
research findings.  
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CHAPTER 4 
 
PRESENTATION AND ANALYSIS OF THE RESEARCH FINDINGS 
 
 
4.1 INTRODUCTION 
 
Chapter four focuses on the presentation and analysis of the findings of the study. 
Three major themes that emerged from data were positive experiences, negative 
experiences and challenges. Narratives have been quoted to denote the mother’s 
experiences of breastfeeding which in most cases impacted on the mother’s ability to 
sustain exclusive breastfeeding for six months. Quotations from interviews are used to 
demonstrate the most important feature of a category and to clarify the differences 
between categories (Given 2008:613). Most mothers had both negative and positive 
experiences as well as some challenges. Demographic data of the mothers has also 
been depicted and these to a certain extent, also had an impact on the experiences. 
The experiences have been substantiated by literature. 
 
4.2 DATA MANAGEMENT AND ANALYSIS 
 
Interviews were audio recorded and transcribed verbatim. Preliminary analysis started 
during the interviews and continued through the transcription of the recorded interviews. 
According to De Vos et al (2011:402), data analysis and data collection in qualitative 
research can be done simultaneously. Data saturation was reached with fifteen (15) 
participants. 
 
Given (2008:186) also affirms that in qualitative research there is simultaneous data 
collection and analysis through writing memos, use of coding and the development of 
concepts and connections. 
 
The above method was used in this study and three major themes emerged from the 
data, namely positive experiences, negative experiences and challenges. “… a theme is 
an extended phrase or sentence that identifies what the unit of data is about and/or 
what it means” (Saldana 2013:175). Sub-themes emerged from major themes. 
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4.3 SAMPLE CHARACTERISTICS  
 
Table 4.1 Sample characteristics (N=15) 
 
CRITERION CHARACTERISTIC FREQUENCY 
Age - 20-30 years 
- 31-40 years 
11 
4 
Marital status - Married 
- Single 
6 
9 
Level of education - Primary School  
- High school 
- Tertiary 
1 
13 
1 
Employment status - Employed 
- Unemployed 
2 
13 
Period of diagnosis of HIV infection - Known positive on antenatal 
booking. 
- Diagnosed HIV in pregnancy 
6 
 
9 
 
4.3.1 Participants’ age 
 
Eleven (73%) of the participants were aged between twenty and thirty while four (27%) 
were 30 to 40 years old. The majority of women (73%) were at a safer child bearing age 
according to Guidelines for Maternity Care in South Africa (South Africa 2007:30).  
 
 
Figure 4.1   Participants’ age (N=15) 
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4.3.2 Participants’ marital status 
 
Six (40%) participants were married and nine (60%) were single.  According to Egata et 
al (2013:6), in a study done in Ethiopia, being unmarried was one of the predictors of 
nonexclusive breastfeeding in the first six months due to lack of partner support. 
 
 
Figure 4.2   Participants’ marital status (N=15) 
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4.3.3 Participants’ level of education 
 
One (7%) participant had only primary education, thirteen (86%) had high school 
education and one (7%) had tertiary education. In a study done in Nigeria, women with 
secondary education and higher, practiced exclusive breastfeeding more than those 
with lower education (Agho, Dibley, Odiase & Ogbonmwan 2011:6). 
 
 
 
Figure 4.3 Participants’ level of education (N=15) 
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4.3.4 Participants’ employment status 
 
Two participants (13%) were employed while thirteen (87%) were unemployed. in a 
study done by Yotebieng, Chalachala, Labbok, Behets and Yotebeing (2013:5) it was 
found out that one of the barriers to successful breastfeeding was the mother going 
back to work or school. 
 
 
Figure 4.4   Participants’ employment status (N=15) 
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4.3.5 Planned and unplanned pregnancy 
 
Twelve participants (80%) had unplanned pregnancies and only three (20%) had 
planned pregnancies. Prevention of unintended pregnancy in HIV infected women is 
one of the four elements of the PMTCT programme according to the Department of 
Health (South Africa 2013a:5).  Another implication could be that the babies are 
unwanted as the pregnancy was unaccepted/unintended. 
 
 
Figure 4.5   Planned and unplanned pregnancy (N=15) 
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4.3.6 Period of diagnosis of HIV infection 
 
Six women (40%) already knew their positive HIV status on first antenatal visit and nine 
(60%) were diagnosed HIV positive during the current pregnancy. The HIV counselling 
and testing (HCT) campaign encourages all South Africans to know their HIV status as 
one of the prevention strategies (South Africa 2010b:15). 
 
 
Figure 4.6   Period of HIV infections (N=15) 
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4.3.7 Exclusive breastfeeding experiences 
 
Figure 4.7 graphically demonstrates various experiences that HIV positive mothers 
reported with regard to exclusive breastfeeding during the first six months of their 
infant’s lives namely; positive experiences, negative experiences and a combination of 
both positive and negative experiences. 
 
 
Figure 4.7   Exclusive breastfeeding experiences in the first six months  
of the infants’ life (N=15) 
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4.4 MAJOR THEMES 
 
4.4.1 Positive experiences 
 
4.4.1.1 Well informed 
 
Thirteen (86.6%) women reported that they were taught about exclusive breastfeeding 
at the clinic and were aware of the benefits of exclusive breastfeeding and the 
interventions to prevent mother-to-child transmission of HIV through breastfeeding. 
According to data this had a positive impact on how these mothers experienced 
exclusive breastfeeding in the first six months of the infant’s life. WHO (2010:3) 
recommends that all HIV positive mothers should receive counselling which should 
cover the benefits of various feeding methods as well as the risks associated which 
each method and guidance in selecting the most suitable option. 
 
They also demonstrated understanding of this information and it, as such, helped them 
to make informed choices about infant feeding and adherence to exclusive 
breastfeeding. 
 
“I was taught about infant feeding by HIV positive women, that I have to give my 
baby only breast milk for the first six months.” 
 
“I had been taught at the clinic that breast milk is good and that the Nevirapine 
syrup that the baby was getting would protect my baby from getting HIV. I was 
also told not to give the baby anything except the breast for six months.” 
 
“I stopped breastfeeding to avoid mixed feeding.” 
 
“I was not worried when the baby was tested at six months because I was told 
that the baby would not be positive if she was getting Nevirapine and only fed on 
the breast.” 
 
“A breast fed baby is healthier than the one on formula so I wanted good health 
for my baby. The bottle is very unhygienic.” 
 
“I was also taking my ARV’S correctly because I wanted to protect my baby.” 
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“Some people used to comment about me breastfeeding while I am HIV positive 
and I would tell them that my child is safe because I am taking the ARV’s and I 
am not mixed feeding.” 
 
Communication and education on breastfeeding is important in bringing about social 
and behavioural change (Mangasaryan et al 2012:13). 
 
4.4.1.2 Satisfaction 
 
Five (33.3%) women expressed satisfaction about exclusive breastfeeding and four of 
them breastfed exclusively for six months and one of them had to stop at four months 
due to family pressure when returning back to work. 
 
“I was not scared that my baby would get HIV from the breast milk because my 
baby was on Nevirapine.” 
 
“I was happy and enjoyed breastfeeding.” 
 
“It was easy for me because I had a lot of milk and my baby grew up very well.” 
 
“I wanted to give him the best I could, so I was very content and happy about 
breastfeeding.” 
 
“I did not worry much about it. I got some ARV medications and my baby was 
getting Nevirapine.” 
 
4.4.1.3 Motivated 
 
Three women (20%) were motivated and this resulted from various factors such as 
copying their role models. 
 
“I had often seen other mothers’ breastfeeding their babies and felt that one day I 
would breastfeed mine like that.” 
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“I can advise other women that breastfeeding is good even when one is HIV 
positive.” 
 
“I had also bought a breast pump so that I could express some breast milk for my 
baby when I returned to work.” 
 
4.4.1.4 Support 
 
Support received by these women motivated them to continue breastfeeding and 
adhere to exclusive breastfeeding for the first six months. 
 
“I sought advice from my neighbours and mother in law.” 
 
“I had a good experience as I had a lot of support from my family.” 
 
“My boyfriend is also HIV positive and he was also very understanding and 
supportive.” 
 
Lack support has been identified as one of the barriers to breastfeeding (Mangasaryan 
et al 2012:13). 
 
4.4.1.5 Disclosure of HIV status 
 
Ten mothers (66.6%) had disclosed their status and this contributed to having positive 
experience because they received support and were not constantly anxious about how 
other people would react when they discovered their HIV status. They were even free to 
seek advice when needed without any fear. 
 
“I had also disclosed my HIV status to other house hold members so they 
understand that the baby was not to get anything except breast milk.” 
 
 “I disclosed my status to everyone, I talk a lot about it even to strangers. Some 
people used to comment about me breastfeeding while I was HIV positive and I 
would tell them that my child is safe because I am taking the ARV’s and I am not 
mixed feeding”. 
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Disclosure of HIV status is known to decrease anxiety, increase social support, prevent 
infection to partner and increase adherence to treatment (Young, Mbuya, Chantry, 
Geubbels, Israel-Ballard, Cohan, Vosti & Latham 2011:236). 
 
4.4.2 Negative experiences 
 
4.4.2.1 Anxiety 
 
Three participants (20%) expressed anxiety due to fear of mother-to-child transmission 
of HIV through breastfeeding. 
 
“I was anxious because I knew that there is a possibility that my baby could be 
infected from breast milk.” 
 
“My worst time was when I had to go and fetch the results for the baby’s first test, 
I was very anxious and did not sleep that night.” 
 
“I was also scared that my baby was going to be HIV positive because she drank 
water and the breast. I could not establish how many times my mother had given 
her water while I was still breastfeeding.” 
 
Breastfeeding leads to anxiety in some HIV infected women due to fear of mother-to-
child transmission (Sibeko, Coutsoudis, Nzuza & Gray-Donald 2009:1988). 
 
4.4.2.2 Guilt 
 
Two mothers (13.3%) experienced guilt, one about not adhering to exclusive 
breastfeeding and the other about having HIV infection which interfered with the way 
she wanted to raise her children. 
 
“I am even afraid of taking him for the test as I know I mixed fed him. I already 
feel guilty about what I did and I pray every day that my child be HIV negative but 
again there was nothing I could do because it was obvious that my breast milk 
did not satisfy the baby.” 
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“It’s so painful to me that I had to deprive my baby the love because of the HIV. It 
made my life difficult in many aspects and worse even in raising my children I had 
already accepted my status but this was yet another setback.  I felt sad or even 
guilty like the first time the status was revealed to me.” 
 
4.4.2.3 Mistrust of relatives 
 
Two mothers (33.3%) did not trust other family members, they took extra care not to 
leave their babies with them in fear that they would give them other food or water. 
 
“However, I would take my baby with me whenever I had to go because I was not 
convinced that they would not give her water, I did not trust them that much.” 
 
“I did not trust them so I would always make sure that my baby was with me for 
fear that they would give him some water and those medications.” 
 
4.4.2.4 Incongruence 
 
One participant (6.7%) stated some incongruence regarding the health information 
received as follows: 
 
“Just to summarise on several occasions when I took the breast milk to the 
nursery I found that my babies had been give formula, when I asked about it I 
was told by the nurse that my milk has never been sufficient for those two 
babies,… I had been told several times at the clinic by nurses that it should either 
be breast milk alone or formula alone and breast was best, never mixed feeding 
because babies can get HIV and other infections … Why I was not told from the 
beginning that my milk was not enough? .... But why was I advised on something 
that was not feasible?” 
 
4.4.2.5 Family pressure and conflict 
 
Four participants (26.6%) experienced family conflict because of exclusive 
breastfeeding, family members were dissatisfied about the fact that the babies were not 
getting water. One mother experienced conflict because of expressing breast milk. 
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“It was also not easy for me because my mother in law believes that babies 
should get water, she had already bought some bottles and teats for the water.” 
 
“I experienced some problems when my mother came to visit, she said a child 
cannot survive without water and I was going to kill that child … My mother ended 
up giving the baby some water and I had to stop breastfeeding.” 
 
“I am staying with my mother and grandmother who would insist that the baby 
should get water and some cultural herbal medications but I refused, this created 
some conflict between us but they ultimately gave in.” 
 
“My father was very dissatisfied about the issue of expressing breast milk. He 
said it was disgusting to wash the utensils with breast milk where we wash other 
dishes, and keeping the milk in the fridge with other food. The first day when I 
returned to work I expressed one bottle and left it with my mother to feed the 
baby. When I came back in the evening my mother had bought and already fed 
the baby some formula claiming that the breast milk got finished.  There were 
some things that made me suspect that the baby did not even get that expressed 
breast milk but I kept quiet as there was nothing I could do, therefore I stopped 
breastfeeding…” 
 
Breastfeeding was a good experience for me but created lots of conflict within the 
family, first my father then my mother who decided to give formula in my absence 
and without my permission.” 
 
4.4.3 Challenges encountered 
 
4.4.3.1 Mix feeding 
 
Four participants (26.6%) mix fed their babies during the first six months of their of lives 
and according to WHO (2007:33) research has proven that mix feeding carries a risk for 
mother-to-child transmission of HIV and other infections, and the risk of post natal 
transmission of HIV becomes less if infants are exclusively breastfed. In this study 
mothers mix fed because of family pressure and they also believed that their breast milk 
was not enough. 
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The study done by Yotebeing et al (2013:11) revealed that the most common reasons 
for mix feeding are that baby crying too much and a belief that breast milk is not 
sufficient. 
 
“My mother ended up giving her some water …” 
 
“I never gave the baby any food during the first six months I only gave him some 
warm water for thirst.” 
 
“I started giving my baby formula at one month because he would not stop crying 
so I believed he was not getting enough milk.” 
 
“It was good but my milk was not enough so at three months I started to give him 
formula as well,  I had been told about the dangers of mix feeding but the baby’s 
cry made me to break the rule I could not take it, and every time after giving 
formula he would be calm and even sleep.” 
 
4.4.3.2 Early cessation of breastfeeding 
 
Early cessation of breastfeeding is in contrast to the recommendation of exclusive 
breastfeeding for six months and some of the mothers who experienced this were 
motivated to continue breastfeeding but they had to stop because of other factors. 
 
Four participants (26.6%) could not continue exclusive breastfeeding for six months for 
various reasons. 
 
Two mothers stopped breastfeeding because they also assumed that their milk was not 
enough while the other two stopped because of returning back to work and family 
pressure. 
 
“I choose breastfeeding and breastfed for three months thereafter, the baby 
refused to take the breast and I concluded that maybe it’s not enough, I stopped 
breastfeeding and started with formula.” 
 
“I breastfed for four months and started giving formula at four months when I 
stopped breastfeeding. I did not have any problems with breastfeeding during the 
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first four months but my milk was no longer sufficient so to avoid mix feeding I 
resorted to formula feeding.” 
 
 “There are some things that made me suspect that the baby did not even get 
that expressed breast milk but I kept quiet as there was nothing I could do, 
therefore I stopped breastfeeding at four months.” 
 
“…I realised I could be putting my child at risk because it was obvious my mother 
was going to give her some other things when I returned to work so I decided to 
stop breastfeeding.” 
 
4.4.3.3 Non-disclosure 
 
Four mothers (26.6%) had not disclosed their HIV status and this led to some 
challenges, friction and lack of trust of other family members in caring for the baby. 
 
“It was even more difficult because I had not disclosed my HIV status to her and 
that caused a lot of friction between us as I seemed to be disrespectful. That is 
one of the reasons why I breastfed despite being afraid because if I did not, they 
would suspect that I was HIV positive.” 
 
 “I have not disclosed my status to anyone so I never left the baby with them 
because of my secret and that they might give the baby some other food.” 
 
Sibeko et al (2009:1988) in a study done in South Africa found out that, lack of 
disclosure also emerged as a barrier to the PMTCT programme. 
 
4.4.3.4 Misinformed 
 
Six mothers (40%) indicated that they only breastfed for six months because they were 
taught at the clinic that HIV infected mothers are only to breastfeed for six months which 
led to unhappiness. This is contradictory to WHO and South African guidelines which 
states that HIV infected mothers can breastfeed exclusively for six months, introduce 
complementary feeds and continue breastfeeding up to one year except in special 
circumstances where they can even go beyond that (WHO 2010:6; South Africa 
2013a:14). 
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“Breastfeeding was a good experience for me, I became very sad when I had to 
stop I wanted to continue but I was told never to go beyond six months so it was 
difficult for me and my baby, he would cry for hours and refuse to take other food 
I even wished had not started at all because he would not even know about the 
breast. I got this information from the clinic and I was actually surprised this 
morning when we were taught that HIV positive mothers can breastfeed up to 
one year and be on ARV’s while breastfeeding.”  
 
“I was told to stop breastfeeding at six months.” 
 
“I was told to breastfed the baby for six months only but I continued twelve 
months because he liked the breast and I did not have the guards to stop.” 
 
“The lady told me never to breastfeed for more than six months, and that did not 
make me happy as I wanted to continue beyond that.” 
 
“My only challenge was that I wanted to breastfeed beyond six months and we 
had been taught not to go beyond that.” 
 
“I did not know the danger of mixed feeding I was only told to breast feed only but 
did not know why hence I gave the formula.” 
 
The above responses further illustrate that the health information was incomplete, 
incorrect and not justified as indicated in the last responses. Mangasaryan et al 
(2012:13) in a study done in six countries also found out that lack of knowledge of 
breastfeeding policies by health care providers is an obstacle to successful 
breastfeeding.  
 
4.4.3.5 Work 
 
Two mothers (13.3%) were working and both started having challenges with exclusive 
breastfeeding when they had to return to work, both were informed about expressing 
breast milk and leaving it with the care takers to feed the babies during the day but due 
to family pressure and mistrust they had to stop. Social factors such as woman 
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returning to work usually have a negative impact on exclusive breastfeeding (Young et 
al 2011:235). 
 
“The first day when I returned to work I expressed one bottle and left it with my 
mother to feed the baby. When I came back in the evening my mother had 
bought and already fed the baby some formula claiming that the breast milk got 
finished.” 
 
“I was going to back to work and leaving my baby with my mother who had 
insisted that the baby needs water from birth and some porridge from four 
months, and I realised I could be putting my child at risk because it was obvious 
my mother was going to give her some other things so I decided to stop 
breastfeeding.” 
 
Limited maternity leave has been identified as one of the barrier to sustenance of 
breastfeeding (Mangasaryan et al 2012:13). 
 
4.5 OVERVIEW OF THE RESEARCH FINDINGS 
 
4.5.1 Sample characteristics 
 
According to data from this study some sample characteristics did not have an impact 
on how mothers experienced exclusive breastfeeding in the first six months of the 
infants’ life namely; level of education and whether the pregnancy was planned or not. 
Below is the discussion of sample characteristics which had a bearing on the mothers’ 
experiences. 
 
Participants who were aged thirty to forty years had more positive experiences. All six 
women who were married experienced less challenges only one of them had family 
pressure when the mother in law came to stay with them, therefore being married or 
staying with partner was a predictor of more positive experiences and for adhering to 
exclusive breastfeeding and more support on the chosen method of feeding. Two of the 
fifteen mothers were employed and started to have negative experiences when they 
returned to work and both had to stop breastfeeding before six months. The women 
who had known their status before pregnancy had fewer negative experiences and 
challenges. 
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4.5.2 Mothers experiences 
 
The findings revealed that mothers had a variety of experiences regarding exclusive 
breastfeeding in the first six months of the infant’s life, most of which are influenced by 
various factors such as counselling or health education received, support from family, 
acceptance of HIV status, disclosure of HIV status and mothers motivation level. 
 
Non-disclosure of HIV status which also had an impact on the experiences of mothers, 
has also been found to be an obstacle to post natal prevention of mother-to-child 
transmission (PMTCT) (Sibeko et al 2009:1988) in a study done in South Africa. 
 
Mixed feeding also emerged as a challenge in a study done in Congo (Yotebieng et al 
2013:11). 
Lack of knowledge by mothers, which also contributed to some of the experiences have 
also been identified as a barrier to exclusive breastfeeding in a study done in Ethiopia 
(Egata et al 2013:6). 
 
The study also confirmed what has been found in other studies and also revealed some 
information that is still lacking. Mangasaryan et al (2012:13-15) in a study done in six 
countries, also revealed the following obstacles to successful breastfeeding. 
 
• Ignorance of health care providers 
• Lack of family support 
• Work and limited maternity leave 
 
However, the study focused on mothers who had chosen to exclusively breastfeed and 
not those who had opted for exclusive formula feeding therefore the findings cannot 
conclude exclusive breastfeeding for the first six months of the infants’ life is generally 
accepted by mothers. 
 
4.5 CONCLUSION 
 
Chapter four discussed data management, the interpretation and presentation of 
research results and sample characteristics. Narratives of experience of HIV infected 
mothers were quoted and some substantiated by literature. It was also indicated how 
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some participants’ characteristics also influenced their experiences and factors that 
influenced these experiences were discussed. The next chapter will highlight the 
conclusions and recommendations from this study. 
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CHAPTER 5 
 
CONCLUSIONS AND RECOMMENDATIONS 
 
 
5.1 INTRODUCTION 
 
Chapter 5 presents the summary of the findings, conclusions, limitations, contributions 
of the study and recommendations. 
 
The purpose of this study was to explore, describe and interpret the experiences of HIV 
positive mothers regarding exclusive breastfeeding in the first six months of the infant’s 
life. Based on the results to also make recommendations to the stakeholders who are 
expected to support exclusive breastfeeding and elimination of mother-to-child 
transmission of HIV. Therefore this chapter will also summarise and give interpretations 
of the study, highlight the recommendations, contributions and limitations of this study. 
 
The objectives of the study were: To identify challenges with regard to infant feeding in 
the context of HIV, especially with regard to the recommendation of exclusive 
breastfeeding in the first six months of the infant’s life by HIV infected mothers, to 
determine the feasibility of exclusive breastfeeding by HIV infected mothers in the first 
six months of the infant’s life and to identify gaps in regard to counselling on infant 
feeding in the context of HIV. 
 
5.2 SUMMARY AND INTERPRETATION OF RESEARCH FINDINGS 
 
The mothers had a variety of both negative and positive experiences which resulted 
from diverse factors which will be discussed below. 
 
The results demonstrate that mothers had received education on infants feeding in the 
context of HIV, nonetheless some of the information was not clear enough for the 
mothers to make correct choices. The results further reveal that the education that 
some mothers received, contributed to positive experiences because it reduced anxiety 
about mother-to-child transmission of HIV. In this study, eight mothers (53.3%) were 
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motivated and satisfied about exclusive breastfeeding and this resulted from education 
and counselling received. The ambiguous information that some mothers received was 
about cessation of all breastfeeding at six months. As some of the mothers wanted to 
continue with breastfeeding, stopping breastfeeding at six months led to sadness and 
dissatisfaction.  One of the mothers went beyond six months and this however left her 
with quilt. The results proved that exclusive breastfeeding is not widely accepted in 
some communities. There is still a belief that all babies need water and some cultural 
remedies besides breast milk and also early introduction of solids. This was evidenced 
by family pressure and conflicts which emanated from the practice of exclusive 
breastfeeding.  
 
The study has also shown that lack of disclosure is a barrier to exclusive breastfeeding 
as mothers who had not disclosed their HIV status had negative experiences whereas 
those who had disclosed had more positive experiences. 
 
Some mothers (20%) were still anxious about mother-to-child transmission despite the 
counselling received. As such, the results demonstrate the need for continued 
counselling throughout the breastfeeding period. 
 
5.3 CONCLUSIONS 
 
It can be concluded that the study achieved the set objectives which were to 
 
• identify challenges with regard to infant feeding in the context of HIV, especially 
with regard to the recommendation of exclusive formula feeding in the first six 
months of life by HIV infected mothers 
• determine the feasibility of exclusive breastfeeding by HIV infected mothers in the 
first six months of the infant’s life 
• identify gaps in regard to counselling on infant feeding in the context of HIV 
 
The study confirms that there are some HIV positive mothers who are converted to 
exclusive breastfeeding. This was brought about by the “believe” that; ARV drugs taken 
by either the mother or /and the baby coupled with exclusive breastfeeding for the first 
six month will reduce transmission of HIV through breastfeeding. However it can also 
not be concluded that all women have accepted the concepts of exclusive breastfeeding 
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because during sampling quite a number of mothers had still opted for exclusive formula 
feeding during the first six months of their infants’ life. 
 
The study also revealed the experiences of HIV infected mothers regarding exclusive 
breastfeeding in the first six months of their infant’s life and these experiences are 
influence by a variety of factors which will be discussed below. 
 
5.3.1 Health education about exclusive breastfeeding 
 
Health education provided early in antenatal clinics yields positive results. If mothers are 
offered correct education they have positive experiences and are likely to stick to the 
recommend feeding method.  
 
5.3.2 Knowledge gap by health providers 
 
Health education provided should always be correct. Incorrect education resulting from 
a knowledge gap of national guidelines and policies by health care providers has 
negative results which in most cases is detrimental to the health care seekers. An 
example here will be of the forty percent of women who were told to only breastfeed for 
six months and then stop. This also created confusion among mothers as one of them 
stated that she was surprised to hear that she could have breastfed up to one year but 
the information came too late. 
 
5.3.3 Lack of knowledge by other community members 
 
The study has also shown that focusing on certain target groups in provision of health 
education and messages yield negative results. These women are part of a larger 
society and respective families which because of ignorance about health issues 
contribute to non-adherence to healthy practices. 
 
There is still a wide spread believe that babies only cry because of insufficient milk 
which lead to either mix feeding on early cessation of breastfeeding. 
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5.3.4 Limited maternity leave 
 
Returning back to work is an obstacle to exclusive breastfeeding. It cannot always be 
assumed that care takers will stick to or adhere to exclusive breastfeeding. Mothers who 
have shorter maternity leave stop breastfeeding early or risk mix feeding by care takers. 
 
5.3.5 Family support 
 
There is evidence in the findings of the study of better adherence to exclusive 
breastfeeding if mothers receive support from other family members. 
 
5.3.6 Disclosure 
 
It is virtually difficult to sustain exclusive breastfeeding if the HIV status has not been 
disclosed. Mothers had to carry their babies all the time because of fear that they would 
be mix fed. It is therefore important to address the issue of disclosure in infant feeding 
counselling for pregnant and breastfeeding women. In this study there were no mothers 
who were discriminated on the basis of their HIV status instead, they received support, 
this can also indicate that HIV infection is gradually being accepted in this community.  
 
5.4 RECOMMENDATIONS 
 
It is clear from the discussion of the findings and conclusions that HIV positive mothers 
have diverse experiences when it comes to exclusive breastfeeding. Based on the 
findings and conclusions the following recommendations were made. 
 
5.4.1 Communication and social mobilisation on health issues 
 
Communication and social mobilisation targeting all community members is important 
and should not only focus on certain target groups. This should cover all family 
members (grandmothers, fathers, grandfathers, etc.) This can be done through road 
shows, door to door campaigns and use of media and not only be centred on those who 
visit health facilities. Education should also target the pre-school centres where some 
mothers leave their babies when they return to work so that the care takers can be 
conversant with the practice of feeding babies with expressed breast milk.  
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5.4.2 Extended maternity leave 
 
The Tshwane Declaration about the protection, support and strengthening 
breastfeeding was promulgated by the Minister of Health in 2011 and thus a national 
prerogative. In the same way the national authorities should review the duration of 
maternity leave which will allow mothers more control over practicing exclusive 
breastfeeding for six mothers not only by HIV infected mothers but by all. 
 
5.4.3 Support groups 
 
Discussion of breastfeeding issues should be incorporated into existing HIV/AIDS 
support groups with HIV positive mothers who have successfully breast fed as role 
models for the other mothers. This should be strengthened and supported by health 
workers. 
 
5.4.4 Strengthening family planning for HIV infected mothers 
 
Eighty percent of mothers had unplanned pregnancies. In the earlier discussion 
(chapter 2, section 2.2.2) it is indicated that one of the elements of the PMTCT 
programmes is “prevention of unintended pregnancy in HIV infected women.” However 
from this study it is quite evident there is still a challenge in Mangaung. Health 
authorities therefore need to re-visit this and strengthen provision of family planning 
services into ART clinics or offer provider initiated family planning to all HIV infected 
women. 
 
5.4.5 Training of health care providers on infant feeding policy 
 
Constant in-service training and mentoring of health care workers on infant feeding 
policy is necessary for all health workers. This should also include nonprofessional staff 
such as community health workers and HIV/AIDS lay counsellors and non-
governmental organisations which support health programmes. This will minimise or 
eliminate the mixed messages conveyed to mothers. 
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5.4.6 Mentor mothers 
 
There is a need for mentor mothers for infant feeding in general and infant feeding in 
the context of HIV. Mothers who have successfully breastfed their babies can be co-
opted into being mentors for other mothers and this can be initiated by the Department 
of Health through the PMTCT programme. There is “mothers2mothes” which is a 
nongovernmental organisation which works in South Africa (seven provinces excluding 
Free State and Northern Cape) and in some other African countries to strengthen and 
improve maternal, child and women’s health especially the PMTCT programme. It 
trains, employs and empowers mentor mothers who are mothers living with HIV to work 
in health facilities as mentors for other HIV infected mothers (mothers2mothers [s.a]). 
The Free State Department of Health can seek support from or copy the model in order 
to strengthen the PMTCT programme especially the prevention of post natal 
transmission through breastfeeding. 
 
5.5 CONTRIBUTIONS OF THE STUDY 
 
The study revealed the experiences of HIV infected mothers regarding exclusive 
breastfeeding in the first six months of the infant’s life. It showed the challenges that 
these mothers experience and the good practices that lead to positive experiences and 
therefore good health outcomes. 
 
It identified gaps in some health practices and will therefore help policy-makers when 
reviewing policy and strengthen the post natal prevention of mother-to-child 
transmission. 
 
It will inform policy-makers when reviewing policies especially with the following: 
 
• Advocacy communication and social mobilisation. 
• Factors that influence non-adherence to exclusive breastfeeding and early 
cessation of breastfeeding. 
• Addressing anxiety of mothers about post natal transmission of HIV through 
breastfeeding. 
• Building capacity of health care workers about infant feeding in the context of 
HIV. 
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• Assessing the feasibility of exclusive breastfeeding by all mothers. 
• The role of disclosure in promoting adherence to exclusive breastfeeding and 
ARV treatment. 
 
5.6 LIMITATIONS OF THE STUDY 
 
The study was conducted in one community health centre in Mangaung. Mothers were 
from various townships and informal settlements around Mangaung and therefore the 
findings may not be generalised to all women. The inclusion criteria was for women 
older than eighteen years and therefore findings are generally from women above 
eighteen years. The researcher believes teenagers would have different experiences. 
Participants were in a public facility, all non-professionals with only basic education 
except one with tertiary education and only thirteen percent employed. This also limits 
the findings to unemployed women with only basic education attending public health 
facility. All babies of the fifteen mothers had tested HIV negative at six weeks, this was 
a coincidence, but this then limits the findings to mothers whose babies were not HIV 
infected at first and some the second test. 
 
5.7 CONCLUDING REMARKS 
 
South Africa is committed to promoting, protecting and supporting exclusive 
breastfeeding for six months which should continue for two years and elimination of 
mother-to-child transmission of HIV, with reference to some of the priority interventions 
for child health as outlined in following policy documents: 
 
• The National Strategic Plan for Maternal New born Child and Women’s Health 
2012-2016. 
• The South African National Strategic Plan for CARMMA (Campaign on 
Accelerated Reduction of Maternal and Child Mortality in Africa). 
• Tshwane declaration for promotion, protection and support of breastfeeding 
2011. 
• Infant and young child feeding policy of South Africa 2013. 
 
  
59 
These are the national initiatives and goals that have been set and are being monitored 
and evaluated. However in order to achieve these, communities should be receptive to 
these policies in order to yield good results. It is always important to establish how the 
recipients of health care services view and experience these policies. With 
breastfeeding by HIV infected mothers, it is more important because it is known that 
babies can be infected through breast milk and the government was even providing free 
formula to HIV infected mothers till 2011. 
 
Research about views and experiences of health care services is therefore important for 
the success of some of the plans and overall improvement of health. 
 
More research related to this is still required in Mangaung, South Africa and globally 
and can cover topics such as: 
 
• The feasibility of exclusive breastfeeding in the first life of the infant’s life. 
• The views of the elderly about exclusive breastfeeding. 
• Cultural factors influencing adherence to exclusive breastfeeding. 
• The role of HIV status disclosure in adherence to exclusive breastfeeding by HIV 
infected mothers. 
• The experiences of teenagers regarding exclusive breastfeeding in the first six 
months of the infants’ life. 
 
The success of promoting exclusive breastfeeding for six months and elimination of 
mother-to-child transmission of HIV therefore depends largely on the understanding of 
recommendations and policies and collaboration between all stake holders. 
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ANNEXURE B 
 
                                                                                                P.O. Box 6840 
                                                                                                Bloemfontein 
                                                                                                9323 
                                                                                                17th January 2014 
 
Head: Health 
Free State 
 
 
REQUEST FOR PERMISSION TO CONDUCT RESEARCH WITHIN A 
FACILITY OF THE FREE STATE DEPARTMENT OF HEALTH  
 
I am a post graduate student at the University of South Africa (UNISA). One of 
the requirements of my study is that I conduct a health related research. I 
therefore request permission to conduct a qualitative research with participants 
recruited from a health facility in the Mangaung Metropolitan municipality. 
 
Researcher Ms Selloane Phakisi 
Title The experience of HIV infected mothers regarding 
exclusive breast feeding in first six months of the infant’s 
life 
Participating facility Mangaung University Community Partnership Programme 
(MUCPP) health centre. 
Target population HIV infected mothers of babies aged between six and 
twelve months that opted for exclusive breast feeding in 
the first six months of the infant’s life. Mothers younger 
than eighteen years will not be included in the study. 
 
The information gained from this study will be used to address challenges and 
misconceptions in the implementation of the Tshwane declaration of 2011 and 
further strengthen the post natal prevention of mother to child transmission of 
HIV. 
 
Participation is voluntary and participants will not be remunerated. There will be 
no financial implications for the department of health in this study. I guarantee 
confidentiality and anonymity of all participants and data. 
 
Signature of the researcher 
 
----------------------------------- 
Contact details 
Cell number: 0837851126 
Tel (work): 051 4081285 
E mail address: phakisis@fshealth.gov.za 
 
 
ANNEXURE C 
 
Informed consent 
 
I am a post graduate student at the University of South Africa (UNISA). As part of 
my studies I will be conducting a research whose purpose is to find out about 
how HIV infected mothers experience exclusive breast feeding for the first six 
months of the baby’s life. 
 
You are therefore asked to participate in this study because you meet the criteria 
and happen to be within the context of the study. 
 Interviews will be conducted by the researcher at your home at the time that will 
be convenient for you and will only be about exclusive breast feeding in the 
context of HIV only. The interviews will be audio recorded without using your 
name or that of your baby and will last about 45 minutes to one hour. 
Participation is voluntary and you can withdraw at any time you want to and there 
is no penalty for unwillingness to participate. 
 
There are no anticipated risks, compensation or other direct benefits for you as a 
participant in this study. Your identity will not be revealed to anyone. The 
information gained from you will be assigned a code and you name will not be 
used in the reports. When the study is completed and the data has been 
analysed the information and the audio tapes will be destroyed. 
 
I (name) ……………………………….. Hereby agree to participate in this 
research. I understand that my participation is voluntary and I am free to 
withdraw anytime I want to without penalty and that my personal information will 
be kept confidential 
_______________________       ____________________             ___________ 
Participant initials and surname                Signature                                Date 
 
_______________________       ____________________           ____________ 
Researcher                                                 Signature                             Date                       
 
 
 
 
 
 
 
Kopo ya tumello 
 
Ke moithuti wa lengolo la Masters University of South Africa. Ele karolo ya 
dithuto tsa ka ke tshwanela ho etsa dipatlisiso (research) e batlisisang hore na 
bo mme ba HIV positive hoba jwang ho bona ho nyantsha bana letswele feela 
dikgweding tsa pele tse tsheletseng (6 months) 
 
O kopuwa ke hona ho nka karolo dipatlisisong tsena. Re tla bua feela aka 
kanyeso ya lesea maemong a HIV. Ke tla buisana le wena metsotso e 30 -45, ho 
utlwa maikutlo a hao ka taba eena. Puisano ya rona e tla hatiswa ka tape 
recorder mme ha re na ho sebelisa lebitso la hao kapa la ngwana hao la nnete. 
Ha o qobellwe ho nka karolo mme ha ho kotlo eo o tla e fuwa ha u ikgula 
dipatlisisong tsena 
 
Ha ho kotsi e tla o hlahela ka ho nka karolo, lebitso la hao kapa ditaba tse ka 
amahangwang le wena ha di na ho phatlalatswa e tla ba lekunutu. . Ditaba tse 
hatisitsweng ka tape di tla hlakolwa kaofela ha di report di ngotswe. Ha hona tefo 
bakeng sa ho nka karolo. 
 
Nna…………………………………………………………………….ke dumela ho 
nka karolo dipatlisisong tsena mme ke etsa hona ka boithaopo kea utloisisa hore 
nka nna ka tlohela neng kapa neng ha ke batla  ho se kotlo le hore ditaba tsena 
e tla ba lekunutu. 
_______________________       ____________________             ___________ 
Lebitso le fane                             Mosaeno                                      Letsatsi 
 
_______________________       ____________________           ____________ 
Researcher                                   Signature                                    Date                       
 
 
ANNEXURE E 
Interview guide 
Grand tour question: 
Please tell me about your experience of exclusive breast feeding during the first six 
months of your baby’s life? 
1. Kindly share with me the information you received from the health worker(s) 
about infant feeding in the context of HIV? 
2. After talking to the health worker about infant feeding, can you confirm the 
feeding method you chose for your baby from 0 – 6 months? 
3. What did you feed your baby from birth till now ( Include reason for diviation) 
4.  At what age did you introduce other food besides breast milk. 
5. Explain the reasons why you choose this feeding method/ what made you to 
decide on this method 
6. Tell me what you know about mother to child transmission of HIV 
7. Can you tell me the challenges you experienced with this feeding method? 
8. What were your most satisfying moments with regard to this feeding method? 
9. If you ever deviated from the chosen method (i.e. gave the baby some other 
food), what were the reasons and at what age did you do it? 
10. Did you get any support for your choice of feeding? E.g from family members?  
11. How did the other community (neighbours, friends) view this method and what 
kind of support did you get from them? 
12.  Who else know about your HIV status or to whom have you disclosed your 
status? 
13. All babies of HIV positive mothers are tested for HIV around six weeks of age 
and again after six weeks of stopping breast feeding if you baby was tested what 
were the results and how did you feel about them? 
14. What are your overall views about exclusive breast feeding for the first six 
months by HIV positive mothers? 
